NAPA VALLEY PODIATRY GROUP
SKY P. SHANKS, DPM, AACFAS
935 TRANCAS STREET, SUITE 2C
NAPA, CA 94558
P: (707) 259-0766
F: (707) 259-0183

DEMOGRAPHICS (PLEASE PRINT)

DATE:

FuLL NAME (LAST, FIRST MI): ,
DATE OF BIRTH: AGE: SEx: M F SocCIAL SECURITY NUMBER:
HoME ADDRESS:

CITY/STATE: ZIP:

PHONE #: ( ) - WOoRK PHONE #: ( ) -

E-MAIL: @ PRIMARY LANGUAGE:

RACE (CIRCLE ONE):
AFRICAN AMERICAN OR BLACK AMERICAN INDIAN OR ALASKA NATIVE ASIAN

NATIVE HAWAIIAN OR PACIFIC ISLANDER WHITE NOT SPECIFIED

ETHNICITY (CIRCLE ONE):

HisPANIC NoON-HIsPANIC
EMERGENCY CONTACT: RELATIONSHIP:
PHONE #: ( ) -

DO YOU HAVE A LEGAL GUARDIAN OR HEALTHCARE POWER OF ATTORNEY? YES NoO

IF YES, NAME: RELATIONSHIP:

PHONE #: ( ) -

PRIMARY CARE DOCTOR: PHONE #: ( ) -
REFERRING DOCTOR/ INDIVIDUAL: PHONE #: ( ) -
PHARMACY: LOCATION: PHONE #: ( ) -

INSURANCE INFORMATION

PRIMARY INSURANCE SECONDARY INSURANCE

INSURANCE COMPANY NAME:

SUBSCRIBER NAME:

SUBSCRIBER/MEMBER #:

SuBscrIBER D.O.B:

All professional services rendered are charged to the patient. Necessary forms will be completed to help expedite
insurance coverage. lItis also customary to pay for services when rendered unless other arrangements have been
made with our office.

Insurance authorization and assignment:

| hereby authorize Sky P. Shanks, D.P.M. to furnish information to insurance carriers concerning my illnesses and
treatments and to my referring physician if so requested. | hereby assign to the physician all payments for my
medical services rendered to myself or my dependents. | understand that | am responsible for any amount not
covered by my insurance.

Signature: Date:

Please initial if you will allow photographs to be taken of you to document your care and/or for educational purposes.
Thank You.



